its hormones are therefore called gonadotropic. Their action is twofold : (i) firstly, to stimulate the growth of the follicle, which in turn secretes the oestrogenic hormone, oestrin. This affects the genital tract : the uterus and the vagina, causing swelling and growth by cell division (i.e. proliferation) of these organs, and also sensitises their muscular walls. (2) The first action of the gonadotropic hormones is then to promote the growth of the follicle and the secretion of cestrin. The second function is to bring about ovulation, and thereafter the formation of a corpus luteum. Owing to this latter action, this pituitary principle is known as the luteinising hormone. As the follicle secretes oestrin, so the corpus luteum now formed secretes its hormone : the luteal hormone, commonly called progestin or progesterone. The secretion of oestrin continues, although to a diminished extent, after the mobilising of the corpus luteum. The luteal hormone initiates a new phase in the endometrium, namely, the secretory phase. Before there can be a secretory phase there must be a proliferative phase, or, in other words, the prior action of oestrin is essential to the subsequent action of progestin or the luteal hormone. During the first half of the normal menstrual cycle then, under the influence of oestrin, proliferation of the endometrium takes place ; ovulation then occurs, and the prepared endometrium passes to the secretory phase, under the action of the corpus luteum hormone. All oestrin secretion does not cease during the dominance of the corpus luteum as, for its continued action on the endometrium some oestrin is necessary. The corpus luteum prevents the formation of fresh follicles, however, and inhibits further ovulation.
It has, moreover, the power to convert the more powerful form of oestrin secreted in the first half of the cycle into a form of oestrin having only a tenth of its potency, namely, oestriol. With the breakdown of the corpus luteum at the end of the menstrual cycle, the secretion of both oestrin and progestin ceases, and the built-up endometrium is discarded.
A knowledge of these processes is of importance clinically for an appreciation of the possible factors underlying amenorrhcea.
In view of the complexity of the hormone mechanism of the menstrual cycle there are bound to be various causes for amenorrhoea, depending on the stage at which the machine has been arrested. Therapy will be determined accordingly. If (5) Although designed as a study of normal cases, the investigation includes certain patients in whom labour was complicated. There were four instances of stillbirth, and one of adherent placenta ; retained placenta and post-partum haemorrhage, albuminuria, prolonged gestation accompanying an extended breach, and high blood pressure were also recorded. A high excretion of oestrone occurred in the patient who had an adherent placenta, but in none of the instances described was it possible to forecast the condition from the hormone concentration.
General Conclusions.
The general conclusions are as follows :?
(1) That marked differences in hormone concentration exist between individuals ; therefore cases should be considered individually.
(2) That the data show the trend of hormone output during the latter part of gestation, but that it is advisable to make more frequent estimations of the hormone concentration than at monthly intervals, and that, during the last ten days, daily 
